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Abstract—The symbolic and communicative aspects of illness and treatment are 
examined. A number of factors that complicate interpersonal communication are 
identified and found to exist in their most extreme form in medical settings. New 
directions in research and training are suggested that might prepare medical personnel to 
respond more sensitively and flexibly to the symbolic aspects of illness. 


The words •‘mystique" and “mystify" have 
a curious affinity in language and life. 
"Mystique" refers to the magical aura that 
surrounds objects or persons which endows 
them with talismanic and magical influ¬ 
ence. To “mystify" is to confuse, perplex, 
or make obscure or difficult to under¬ 
stand. They go together. Mystification is 
simply the means by which persons are 
endowed with mystique. While profes¬ 
sional mystique seems to be an elusive 
idea, the process of communication that 
creates it is capable of systematic analysis. 

Examining communicative relationships 
within the medical profession requires 
some broad appreciation of the com¬ 
municative process itself. A good starting 
point might be this: every person from 
birth until death is engaged endlessly in a 
search for meaning. To survive physically 
arid psychically, people must inhabit a 
world that is fairly stable, relatively free of 
ambiguity, and reasonably predictable. 
Though people tolerate occasional doubts, 
few can accept continuing meaningless¬ 
ness. 
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To aid in coping with a chaos of fleeting 
sensations—what William James called 
this "blooming, buzzing confusion”—we 
seek to give events some structure that will 
render them intelligible. Repeated success 
in interpreting events contributes to an 
accumulating set of assumptions on which 
all future acts depend. These assumptions, 
as George Kelly once noted, provide tem¬ 
plates or guides which every person fits 
over the realities of life (1). Gradually 
people within a culture and within a 
profession acquire specialized frames of 
reference which, though they speed the 
process of judgment, often induce a certain 
blindness. What is “information" to the 
specialist may be only “noise" to the 
lay-person; what the physician regards as 
"noise,” his patient often treats as "infor¬ 
mation.” To the patient excessive thirst 
may be only an inconvenience, but to the 
doctor it is a symptom of diabetes: to the 
examining physician the color of the 
patient's chart may seem irrelevant, but to 
the patient it is an ominous sign. 

All knowledge of the world is inescapa¬ 
bly subjective. In effect, each person stands 
at the center of his or her own universe of 
meaning, transforming the flow of sensa- 
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tions into organized and intelligible events. 
Each of us views the world selectively and 
fits it to our own past experience and 
changing purposes. Each notes some 
details and overlooks others; each finds 
plausible some relationships and rejects 
others. Since every interpretation of events 
rests on fallible senses and personal 
motives, what is known is always incom¬ 
plete and always subject to error. 

It is tempting in the daily clash of words 
to forget that it is the perceived world—not 
the real world—that we talk about, argue 
about, laugh about, cry about. It is not 
scalpels and crosses and bedpans that 
regulate human affairs, but how people 
construe them that determines what they 
will think, how they will feel, and what 
they will do about them. Meanings do not 
come from the world but are assigned to it 
by every interpreter, and it is he who is the 
final arbiter of events. 

Symbols and Meaning 

Language plays a critical role in the con¬ 
struction of the frames of reference 
through which we view events. It is the 
most elaborate and most flexible system 
humans have devised for transforming 
shapes and sounds into meaningful events. 
There is wide recognition that the single 
species-distinguishing attribute of human¬ 
ity is the capacity to transform experience 
into symbols. As Langer (2) has empha¬ 
sized, the brain works as naturally as the 
kidneys, carrying on a constant process of 
ideation, even when we are asleep. It 
follows its own internal law of translating 
sensory data into symbols to feed our 
insatiable appetite for meaning. 

Life is so permeated with symbolism 
that it is difficult to imagine any human 
experience that is not mediated by lan¬ 
guage. Language tells us what to look for 
and what to disregard. It suggests causality 
here and denies it there. It can paralyze us 
or rouse us to act. It triggers fear and 
moments later transforms that fear into 
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hope. It is the slender thread by which we 
overcome our isolation from each other. 
Yet if words sometimes clarify, they may 
also distort. I f they induce trust, they may 
also arouse suspicion. If they contribute to 
insight, they can also lead into error. 

Symbolic Dimensions 

Symbolic mediation, the intervention of 
words between people and their experi¬ 
ences, would seem to be an especially 
sensitive problem in the treatment of 
human beings. A physical mechanism, a 
clock or computer, may break down; but 
any damage to the mechanism is easily 
identified and repaired without complica¬ 
tions. To an animal, injury or disease is 
simply another physical state. Any suffer¬ 
ing is tied directly to disturbances of 
normal function. Diagnosis has no influ¬ 
ence upon the course of the disease, nor 
does the prognosis complicate recovery. 

This is not the case with human beings. 
Human illness is not only a physical condi¬ 
tion but a symbolic one as well. No animal 
talks itself into becoming sick, suppresses 
its symptoms because it fears a diagnosis, 
prolongs recovery because of the symbolic 
payoff it receives, or spontaneously re¬ 
covers because it has redefined its situa¬ 
tion. 

Yet humans do all of these things. They 
avoid critical examinations that might save 
their lives. They seek unnecessary treat¬ 
ments and disregard essential ones. They 
often suffer more from the name of their 
illness than the physical pain it produces. 
They suppress some symptoms and invent 
others. They convert discomfort into 
excruciating pain and transform extreme 
suffering into tolerable discomfort. They 
can go into shock without physical jus¬ 
tification and accept a painful death with 
serenity. 

In short, every medical problem is in 
part a symbolic one. One cannot damage 
the physical self without injuring the sym- 
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bolic self, nor can one inflict insult repeat¬ 
edly on the symbolic self without damag¬ 
ing the physical self. Research on "experi¬ 
menter influence" and the "placebo effect 
convincingly demonstrates that neither 
physicians nor patients are free of the in¬ 
fluence of the way they define their situa¬ 
tion.'Diagnosis and treatment are in large 
part symbolic problems, and to ignore this 
fact may distort or defeat their aims. 
There is little doubt that how people think 
about themselves can alter their blood 
pressure, oxygen needs, and blood chemis- 
try. 

The notion that there are a limited 
number of "psychosomatic” illnesses has 
gradually given way to the idea that every 
illness has some psychosomatic reverbera¬ 
tions. The broken leg of a young skier may 
mean a minor inconvenience amply com¬ 
pensated for by increased attention, a 
flood of sympathetic concern from 
acquaintances, and special privileges at 
home and at school. To an older person the 
same fracture may signal a loss of physical 
coordination, a sign of aging, or an omen 
of approaching dependence. 

It was once thought that pain was 
directly proportional to the amount of 
physical tissue damaged. According to 
Mclzack (3), this can no longer be as¬ 
sumed, for pain itself depends on the 
meaning attributed to physical incapacity. 
This meaning in turn reflects the past 
experiences and future expectations of the 
patient. Higher brain functions are capable 
of modifying or even suppressing signals 
that accompany physical distress. IT every 
experience of the organism is invested with 
symbolic significance, it is naive to assume 
that the most dramatic of life experi¬ 
ences—those involving physical survival 
itself—are immune to such effects. 

To put this another way, for the patient 
there is no distinction between perceived 
pain and real pain, between perceived 
health and real health. This is a dichotomy 
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implied by language but one without coun¬ 
terpart in human experience. It is per¬ 
ceived malfunctions that bring patients to 
seek care. It is the persistence of such 
perceptions that keep them in treatment. It 
is a change in these perceptions that causes 
them to terminate treatment. 

Similarly for the medical profession, it 
is a perceived disturbance of normal func¬ 
tion that mobilizes the physician. He, in 
turn, acts upon this perception. Through 
elaborate procedures there is a search to 
confirm this perception. Investigation may 
modify or strengthen an initial interpreta¬ 
tion. Ultimately it may be shared in part or 
in full with the patient. Eventually both 
share a perception of recovery. But all who 
are involved in the treatment process will 
base every question, every inference, every 
recommendation upon meanings assigned 
to their impressions through the symbols 
they impose on them. As Friedson has 
remarked (4), “illness is a meaning 
assigned to behavior" and ‘illness behav¬ 
ior is ordered by that meaning.” 

One is forced to conclude that there is no 
patient who does not present the medical 
profession with, at least in part, a symbolic 
problem. No illness lacks its semantic 
dimension. The professional who feels 
involved exclusively in the maintenance of 
a physical mechanism and who dismisses 
the communicative aspect of this work 
operates on a simplistic and even danger¬ 
ous premise. Human beings are not merely 
symbol users; every moment or life is 
permeated with symbolism. 

Obstacles to Communication 
The study of communication is concerned 
with the process by which people attribute 
meaning to their experience and with their 
efforts to share such meanings. It focuses 
upon factors that undermine or facilitate 
the achievement of common meanings 
through an exchange of messages. The 
complexity of medical communication 
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may be intimated by examining some of 
the more common and more serious bar¬ 
riers to interpersonal understanding in 
medical settings. 

Ego involvement —Less complete com¬ 
munication is likely whenever the topic of 
conversation is highly ego-involving, such 
as when one or both parties are fearful of 
the matter under discussion. Few subjects 
would appear to arouse as intense feelings 
as adequacy of the physical or symbolic 
self. Recent cross-cultural research sug¬ 
gests that the least talked about of all 
topics are those relating to physical inade¬ 
quacy, illness, and disease (5). The anxiety 
associated with such matters triggers a 
number of defensive maneuvers, most of 
which interfere with a clear exchange of 
meaning. Some people flee and others 
attack, some refuse to listen and others 
refuse to talk, some exaggerate and others 
minimize. But rarely do people com¬ 
prehend clearly when they are emotionally 
upset. 

Differences in knowledge —Another fac¬ 
tor complicating communication resides in 
the respective power of the communicants. 
We are beginning to appreciate that infor¬ 
mation is power. Where knowledge is 
unequal, where some people have access to 
the facts and others do not, equality of 
human relationships is impossible. It is not 
surprising, therefore, that incomplete and 
distorted communication surrounds so 
many encounters between specialists and 
lay people. To be uninformed is to be 
communicatively impotent, and this de¬ 
pendent state is not one mature people 
tolerate gracefully. Rarely is this condition 
absent between doctors and patients. 

Social status —Difficulties are likely, 
also, when the social distance separating 
two communicants is great. The greater 
the disparity in education, income, and 
social standing, the less people are capable 
of hearing or of hearing what was said as it 
was intended. The presence of higher sta- 
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tus figures—parents, teachers, supervisors, 
police—provokes fear quite apart from 
whatever they may happen to say. White 
(6) found his cardiac patients manifesting 
significantly different levels of tension 
when he discussed their cases with them in 
status-aggravating or status-minimizing 
settings. When status distinctions are em¬ 
phasized, people avoid contact with each 
other, withhold information, and distort 
the meanings intended by the words of 
others. 

Communicative purposes —Status dif¬ 
ferences are complicated further by differ¬ 
ences in point of view arising in part from 
differences in position and authority. 
Rarely do communicative purposes over¬ 
lap completely. Because of distinctive 
motives, student and teacher do not argue 
about the “same” grade; nor do husband 
and wife discuss the “same” child; nor for 
that matter do physican and patient talk 
about the “same” X-rays, the “same” 
disease, the “same” operation, or the 
“same” fee. Messages acquire much of 
their meaning from the perspective from 
which they are uttered. Unless people are 
sensitive to such differences in purpose or 
unless these are explicitly discussed, mean¬ 
ings will not coincide since they are 
anchored in discrepant motives. 

Emotional distance —Through conver¬ 
sation people seek some similarity of 
thought, some congruence of feeling. 
Words like “rapport,” “intimacy,” 
“empathy,” and “closeness” are used to 
describe satisfying encounters with others. 
But any such meeting of minds is difficult 
unless both communicants are willing to be 
“present,” not merely available intellec¬ 
tually but totally present as persons. In the 
interaction of roles, in the encounter of 
facades, there is no commitment to com¬ 
munication. To give patients the feeling 
that they are a problem, a disease, or an 
intriguing curiosity rather than a human 
being is to undermine the process of shar- 
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ing meanings. No one has put this point as 
cogently as Martin Buber (7). The “I-It” 
relation, he argues, is demeaning and frus¬ 
trating for it rests on perceptions of the 
other as no more than an object. It is only 
when people confront each other in an 
“I-Thou” relation that they meet as 
human beings with respect and mutual 
concern. When people cultivate emotional 
distance, they not only prevent any deep 
sharing of meaning but also arouse animo¬ 
sity and even hatred. 

One-way communication —Once com¬ 
munication was regarded as a linear proc¬ 
ess. Someone, a sender or speaker, trans¬ 
mitted messages to a receiver or listener. 
Meanings obtained by the receiver were 
due to the skill of the sender. The sender 
did the work and the receiver merely paid 
attention. Any idea could be deposited in 
the nervous system of another person if 
one only chose the right words. Now we 
know better. No one deposits any meaning 
in the mind of others. Receivers do not 
passively absorb the intentions of others 
but creatively interpret what they hear in 
the light of their own perspectives, their 
own needs, their own expectations. Reach¬ 
ing any degree of interpersonal under¬ 
standing requires a process of mutual 
accommodation. Each person must pro¬ 
vide the other with clues to his or her 
meanings via words and actions. Each 
must attend to the clues of the other. And 
each must be prepared to clarify and 
elaborate his meaning from the viewpoint 
of the other. This process succeeds to the 
extent that both parties assume equal 
responsibility for achieving common 
meanings. 

Yet the prevailing style of interaction 
from the clinic to the classroom is one-way 
rather than two-way. And, unfortunately, 
such channel restrictions impoverish the 
process and leave receivers confused and 
impotent. Laboratory studies supply dra¬ 
matic evidence of the seriousness of this 
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phenomenon; where communication flows 
in only one direction, the simplest instruc¬ 
tions are misinterpreted, errors are com¬ 
pounded rather than corrected, and morale 
and human relationships deteriorate. It is 
easy to appreciate the source of such 
distortion and friction. Nothing is more 
demoralizing than to be placed in critical 
situations and then be prevented from 
clarifying obscure and confusjpg messages. 

Verbal manipulation —Many efforts to 
communicate are prompted not by the 
desire to share or create new meanings but 
to maneuver the other person into a prede¬ 
termined decision. Whatever the form of 
such efforts, from verbal seduction to 
verbal coercion, they derive from an 
assumption of moral superiority on the 
part of one communicant. They also 
involve disrespect for the integrity of other 
persons and appropriation of their right to 
determine their own destiny. Enlarging the 
communicative responsibility of one per¬ 
son requires some surrender of responsibil¬ 
ity by the other. And while such depend¬ 
ency is tolerated by children, adults often 
find it demeaning and insulting. In a highly 
manipulative society it is not surprising 
that most people become adept at recog¬ 
nizing their manipulators. They become 
suspicious and verbally devious them¬ 
selves. Thus, communication is often sub¬ 
verted and people antagonized when the 
authority of their own experience is denied 
equal weight in the process of making 
decisions affecting their own survival. 

Ambiguity of language— Language 
itself may introduce barriers to mutual 
understanding. Through a system of sym¬ 
bols with culturally sanctioned definitions, 
people seek to share their experience and 
establish grounds for cooperative action. 
Yet every communicative code forces the 
infinity of events into a limited set of 
categories and fixes appropriate labels to 
them. “Illness” has perhaps a hundred 
meanings. “Surgery” may have several 
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dozen. “Fracture” is imprecise. “Cancer” 
is inexact. If so many words are vague in 
their reference, messages composed of 
such ambiguous elements will be even less 
precise. Nearly every statement can sup¬ 
port many legitimate and even contradic¬ 
tory interpretations. In some respects the 
vocabulary of illness constitutes a special 
case. Anyone who has attempted to de¬ 
scribe a sickness knows the frustration of 
searching for words to convey the subtle 
inner disturbances called symptoms. As 
the great English novelist, Virginia Woolf, 
once said, “let a sufferer try to describe a 
pain in his head to a doctor and language 
at once runs dry.” Most people have 
experienced the communicative paralysis 
induced by a poverty of words for inner 
states combined with innocent insistence 
upon clarity from the doctor. 

Language by itself solves nothing. 
Words can confuse as easily as they clar¬ 
ify. As we have seen, communication is 
not accomplished by mere listening; it 
requires a persistent and sensitive effort to 
solve a mystery whose major clues are 
provided by words. Common meaning is 
achieved only through repeated and mu¬ 
tual checking of interpretations. Where 
people have little appreciation of the ambi¬ 
guity of words, they remain unaware of the 
extent to which their remarks can be 
misunderstood. And they are unlikely to 
adapt their communicative style to this 
fact of life. 

Role of jargon —Language isolates in 
another way. Not only do Chinese and 
Russians speak different languages but 
also so do males and females, young and 
old, soldiers and civilians. Every subcul¬ 
ture, every trade, and every profession 
cultivates a dialect of its own. Lawyers, 
engineers, scientists, accountants and phy¬ 
sicians foster their private jargons. These 
are neither ornament nor luxury; they 
serve genuine needs; they increase the 
elficiency of communication within the 
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group; they cultivate rapport among mem¬ 
bers; they provide a sense of common 
identity. While contributing to communi¬ 
cation within a group, these same dialects 
when turned outward confuse, frighten, 
stupefy, alienate. And the more sensitive 
the topic of conversation, the more such 
private languages undermine the function 
for which language was designed. If medi¬ 
cal personnel are occasionally puzzled or 
irritated by the words of economists, law¬ 
yers, insurance agents, or musicologists, 
they might consider the extent to which 
these same people may be mystified by the 
diagnostic remarks of physicians. 

Pressures of time —Compounding these 
difficulties is the factor of time. In some 
ways our humanity seems threatened more 
by the pace of our lives than by any other 
single factor. There is no human relation¬ 
ship, no communicative act, that is en¬ 
riched or improved by speeding it up. It 
takes time to explain, time to listen, time 
to dissipate fears, time to assimilate fright¬ 
ening facts, time to prepare for crises, time 
to enter the experiential world of another 
person. The urge to hurry must be over¬ 
come if people are really serious about 
preserving the human community. 

Significance for Treatment 

The factors that complicate the process of 
sharing meanings are nearly all present in 
doctor-patient encounters. And most are 
found here in their most extreme and 
destructive form. It is here that emotion¬ 
ally disturbing matters, sometimes of life 
and death, are discussed. It is here that the 
immense authority and power of one com¬ 
municant faces the ignorance and impo¬ 
tence of the other. It is here that the need 
for rapport is largest, yet the emotional 
distance is likely to be greatest. It is here, 
too, that critical choices must be made 
with information which is clothed in an 
esoteric jargon that obscures and mystifies. 
And it is here that words are uttered 
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rapidly, even unintelligibly, with little time 
to clarify or assimilate their meaning. 
Some of these obstacles to understanding 
are inherent in illness itself: some derive 
from the historical roles of physician and 
patient; others result from the personal 
communicative style of the physician or 
are a matter of cultivation by the medical 
profession. 

Yet if people are really serious about 
improving medical communication, they 
must resist the appeal of conspiratorial 
approaches. It is always easier to take 
sides than to understand—to align our¬ 
selves simplistically with child against par¬ 
ent, worker against management, student 
against teacher, patient against physician. 
The temptation to search for demons is an 
addiction the human race has not over¬ 
come even in this sophisticated age. The 
number of villains in the world is probably 
overestimated, and they are by no means 
the exclusive property of the medical 
profession. 

Human acts nearly always make sense. 
They arise from some compromise 
between private impulse and social expec¬ 
tation. If human behavior is to change, it 
may be less because we substitute virtue 
for vice than because we deepen the aware¬ 
ness of people to the total context from 
which they derive their meanings and 
motives. The communicative manner of 
medical specialists may spring less from 
any malevolent effort to claim omniscience 
and prestige than from an accident of the 
role in which medical professionals have 
cast themselves and been cast by society 
and from the process by which people are 
selected and prepared to assume medical 
responsibilities. 

The doctor, as well as the patient, must 
cope with anxieties surrounding treatment. 
The doctor may be aware of the serious¬ 
ness of the case and may know the real 
limitations of medical knowledge and skill. 
He may be sensitive to past errors and the 
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possibility of committing further mistakes. 
There is the danger of making the wrong 
choice among alternative treatments. 
There is risk of patient criticism and peer 
disapproval. If medical personnel some¬ 
times emphasize their authority and status, 
assert opinions as if they were unassaila¬ 
ble, manipulate patients, maintain emo¬ 
tional distance, and discourage patient 
collaboration, are these not some of the 
same tactics most people use when threat¬ 
ened and unaware of viable alternatives? 
Mystification may seem the only construc¬ 
tive way of protecting the patient from 
undue anxiety in view of the limited assist¬ 
ance that medicine and surgery can pro¬ 
vide. It may be used in the hope that 
mystique can accomplish what science can¬ 
not. Mystification permits physicians as 
well as patients some escape from anxiety, 
embarrassment, and frustration. This does 
not justify it, but it may identify its source 
in the human psyche. 

MEDICAL EDUCATION 

Consider acculturation into the medical 
profession. How much of this process is 
designed to promote respect for or insight 
into human personality? There appears to 
be minimal effort to assess candidates on 
their capacity to sustain extensive or inten¬ 
sive human relationships. Yet no profes¬ 
sion has daily contact with so wide a 
spectrum of subcultures, and none exerts 
influence over such sensitive matters. How 
many courses are concerned with exploring 
the ways illness threatens the symbolic as 
well as physical self? How many class 
periods focus upon the communicative 
strategies patients use to cope with immi¬ 
nent threats to their survival? How much 
time is spent exploring the physician's own 
communicative style, the assumptions on 
which it rests, the impulses it reflects, the 
consequences for those he or she treats? 

Throughout training the future physi¬ 
cian is preoccupied with the physical prop- 
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erties of the body. Medical training is 
concerned with anatomy, chemical proc¬ 
esses, manifestations of dysfunction, and 
the consequences of medical and surgical 
techniques. A vast array of instruments 
and technologies must be mastered. Is it 
surprising if later when faced with patients 
the physician should prefer to deal with 
their physical rather than psychic symp¬ 
toms? Will medical specialists not be likely 
to feel more comfortable and competent 
handling X-rays, blood samples, printouts, 
and pathology reports than coping with 
frightened and distraught personalities? In 
some offices one gets the impression the 
physician would prefer never to meet or 
know the "person" being treated. If only 
somehow one could avoid dealing with the 
human being at all. It is understandable 
that few patients can effect so neat a 
surgery between illness and self. 

A person’s communicative manner de¬ 
rives from his view of human beings. 
Values are not elusive abstractions; they 
are manifest in every word. It is difficult to 
respect the integrity of others and the 
validity of their experience and at the same 
time manipulate them—as difficult as it is 
to see others as mindless children and still 
collaborate with them as equals. But com¬ 
mitment to humane values is rarely 
enough, anymore than the simple desire to 
relieve suffering automatically confers di¬ 
agnostic or surgical talent. Skill must be 
acquired to translate respect for patients as 
persons into capacity to engage them com¬ 
municatively as equals. Communicative 
skills must be cultivated that respect 
patients’ intelligence, acknowledge their 
needs, accept their feelings, value their 
opinions, and promote collaboration in 
decision-making. To achieve this sort of 
mature relationship demands some recog¬ 
nition of what often occurs under the guise 
of medical communication and of alterna¬ 
tives for building more effective encounters 
between physicians and patients. 
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RESEARCH 

When one turns to ask what is currently 
known about communication between 
medical personnel and patients, the answer 
is itself mystifying. A phrase will suf¬ 
fice—very little. Here is a profession 
founded on science, dedicated to truth, 
committed to inquiry, concerned with the 
relief of suffering, yet either oblivious to or 
unwilling to examine its own communica¬ 
tive behavior. Is this simply a mote in an 
otherwise scientific eye? Or is it a defensive 
assertion of the medical mystique and the 
preference to do as one pleases? 

If the suffering caused by communica¬ 
tive negligence were a result of some 
physical disorder, the response would be 
predictable: organize medical research, 
underwrite exploratory studies, encourage 
testing of alternative treatments, and 
counter the disorder. But when the suffer¬ 
ing is a consequence of symbolic disor¬ 
der—when it arises from the failure to 
listen, the failure to comprehend, the fail¬ 
ure to respect and collaborate—even when 
such failures result, as they sometimes do, 
in suffering or death, should there not be 
an equally vigorous efTort to remedy it? It 
is unfortunate that we have no clear idea of 
the precise extent or injury to the human 
personality—or for that matter to the body 
itself—by the unsought diagnosis, the 
unasked question, the unreported symp¬ 
tom, the uncomprchended explanation, the 
disregarded treatment, the incorrectly fol¬ 
lowed medication. We have only the hor¬ 
ror stories so many tell, offset by occa¬ 
sional reports of sensitive and empathic 
collaboration. While we have some con¬ 
ception of the suffering imposed by broken 
bones and diseased tissue, we have only the 
vaguest notion of the damage done 
through communicative negligence. 

This is an area of medicine where the 
questions far outrun the answers. And the 
reason there are so few answers is that so 
few within the field of medicine have raised 
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questions about medical communication. 
Nearly everyone inside and outside the 
medical profession affirms that communi¬ 
cation with patients deserves study, but 
few institutions- have offered to support 
such research. To know little about some¬ 
thing as complex as interactions between 
physicians and patients is nothing to apo¬ 
logize for. But to know little and to choose 
to remain ignorant about it is tragic for the 
patient and demeaning for the profession. 

What are some of the questions that 
press for answers? We need to know more 
of the various types of patients and the 
manner in which they present their condi¬ 
tion. There is no reason to assume that 
high and low income groups, females and 
males, blacks and whites, educated and 
uneducated respond in the same way to 
illness. To claim to respect all patients is 
nonsense unless medical personnel are will¬ 
ing to meet them on their own communica¬ 
tive terms. There is little reasons, also, to 
assume that all types of illness and injury 
provoke similar reactions and similar 
questions or demand similar kinds of 
involvement. What is a helpful remark in 
one context may be frightening in another. 
If patients’ reactions bear little resem¬ 
blance to what seems appropriate, physi¬ 
cians must remember that it is patients' 
perceptions, not their own, that are the 
focus of treatment. 

We need to know what types of com¬ 
municative defenses are triggered by 
illness. It has been suggested that patients 
tend to be “copers" or “deniers," with the 
former seeking information in order to 
assimilate it and the latter avoiding infor¬ 
mation to keep from being overwhelmed 
by it. There may be many more ways of 
handling threatening news than this simple 
dichotomy suggests. There are, finally, a 
host of questions concerning the dominant 
style of the physician. Should it be primar¬ 
ily investigative, informative, supportive, 
persuasive, collaborative, or therapeutic? 

At what point and with which patients 
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might each of these contribute to recovery 
and self-esteem? 

Some indication of the kind of investiga¬ 
tive work that is possible and its potential 
is found in a simple exploratory study 
undertaken in 1970 by Thomas Lonner for 
a master’s thesis at San Francisco State 
University. It focused on the preoperative 
and postoperative contacts between one 
physician and several patients undergoing 
surgery. The findings are suggestive rather 
than definitive. But they illustrate the 
possibilities of such studies. 

What the investigator found was this: 
the physician was genuinely interested in 
his patients, earnestly tried to provide the 
care they needed, and attempted to be as 
clear and informative as possible. His 
motives were impeccable and his approach 
was constructive. But it was also clear, in 
spite of this, that he had only one approach 
to all patients; that he failed to recognize 
differences in their reactions to stress; that 
he was unable to predict their postopera¬ 
tive responses; that he made little effort to 
confer with them; that he did not adapt 
verbally, often using words that had no 
meaning for them; and that when he failed, 
hesoughtno explanation for his failure nor 
did he consider varying his behavior to 
adapt to this failure. Yet to unsophisti¬ 
cated observers, including some of his 
patients, he appeared to be an adequate 
example of the doctor communicating with 
his patient. 

Medical educators, it would appear, 
must recognize the symbolic and semantic 
aspects of illness and injury. They must 
recognize, as well, that all treatment 
involves a communicative relationship 
with patients. It is important not only that 
more intensive efforts be made to investi¬ 
gate this critical relationship between per¬ 
sons seeking treatment and those provid¬ 
ing it but also that part of medical training 
should be devoted to developing sensitivity 
and flexibility in human interaction. 

If, as was once written, it is more 
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important to know what manner of man 
has the disease than to know what disease 
he has, one might add that to know the 
manner of man is impossible without ap¬ 
preciating the way he symbolizes his situa¬ 
tion. This is a communicative problem of 
no small dimensions but one for which the 
medical profession cannot escape some 
responsibility. It is meanings, not merely 
physical symptoms, that prompt people to 
seek or avoid examination, that cause 
them to withhold or describe their condi¬ 
tion, that intensify or minimize their physi¬ 
cal discomfort, that prompt them to report 
or distort reactions to treatment, that lead 
them to obey or contradict medical advice, 
that determine ultimately whether they 
assist or sabotage efforts to cure them. The 
entire process, from the onset of illness to 
recovery or death, is invested with symbol¬ 
ism, with meanings that are unique to 
every person and to every physical condi¬ 
tion. And these meanings, in turn, compli¬ 
cate the conditions that are the focus of 
treatment. If medical personnel are con- 
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cerned with the relief of suffering, they can 
no longer disregard their communicative 
style with patients. Suffering and the relief 
of suffering are influenced by symbolic as 
well as physical acts. Medical personnel 
are inescapably involved in influencing 
meanings in some of the most traumatic 
moments of human existence. Mystifica¬ 
tion would appear to be a questionable 
substitute for communicative sensitivity. 
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